had one episode every 54 patient-months. Tunnel infection occurred just in one patient in dressing group.
With Chi-square test, patient employment, education level, place of settlement, visual ability and cause of renal failure had no effect on peritonitis and ES infection rate in all patients and in no-dressing group (P > 0.05). Peritonitis but not ES infection was significantly more frequent in male gender versus female in overall patients (38% vs. 14%, P = 0.025) and in dressing group (52% vs. 15%, P = 0.003), but gender had no effect in no-dressing group (0% vs. 10%, P = 0.36). In dressing group, peritonitis was more frequent in diabetics versus non-diabetics (48% vs. 11%, P = 0.01), and rural versus urban settled patients (80% vs. 24% P = 0.023), but visual acuity, employment and education level had no effect (P > 0.05). Our analysis on the basis of independent sample t-test, regardless to groups, showed that nPCR was lower in patients with ES infection than without (0.70 ± 0.18 vs. 0.81 ± 0.17, P = 0.049). In dressing group patients with peritonitis had higher LDL-C level than without (125.2 ± 62.2 vs. 94.4 ± 29.6, P = 0.016). In no-dressing group patients with peritonitis had higher serum ferritin compared with dressing group (594.3 ± 0 vs. 190.4 ± 130.3 , P = 0.008).
According to backward likelihood rate multiple logistic regression analysis, odds ratios for developing peritonitis was 9.4 in dressing group (95% confidence interval [CI] =1.05 − 84.4; P = 0.045), 4.4 in men (95% CI = 1.26 − 15.19; P = 0.02) were statistically significant.
Discussion
Peritonitis and ES infection are the major causes of PD technique failure, catheter-related dropout, morbidity and death in patients undergoing CAPD. [1] [2] [3] [4] In order to prevent ES infection, many studies suggested application of mupirocin [1, 9, 13] and gentamicin, [1] povidone iodine, [14] sodium fucidate, [13] sodium hypochlorite, [9] povidone iodine + sodium hypochlorite, [14] ciprofloxacin otologic solution, [11] octenidine dihydrochloride/phenoxyethanol water + non-disinfectant soap or 0.9% sodium chloride, [14] silver ring device [10] at ES as the chronic care, or using silver-ion implanted catheters. [12] In this study for determining the role of dressing with or without use of antibiotic and other disinfectant agent versus no-dressing on ES and peritonitis occurrence, we compared peritonitis and ES infection rate in two groups of CAPD patients with and without ES dressing. There was a significant higher peritonitis (P = 0.03) and ES infection (P = 0.02) in dressing group.
Bernardini et al. [1] have recommended that, povidone iodine preparations and hydrogen peroxide should be avoided, especially during the early healing phase immediately following catheter implantation due to epithelial toxicity. Kopriva-Altfahrt et al. in a study showed effectiveness of prophylactic mupirocin in preventing peritonitis and ES infection in Staphylococcus aureus carriers, so that the group with using prophylactic mupirocin had lower incidence of peritonitis (S. aureus: One episode/1128.2 patient-months vs. one episode/334.4 patient-months) and ES infection (S. aureus: 1 episode/188.0 patient-months vs. one episode/111.5 patient-months). [14] Cavdar and coworker in their study found that regular once weekly mupirocin application on catheter exit site in CAPD patients caused 66% mupirocin resistance, and 38.8% methicillin resistance among coagulase-negative staphylococcus isolates.
[22]
In a 5-year follow-up study, Lima et al. had 95 episodes of peritonitis that occurred in 54 patients (66.3%) and have reported 35.7% peritonitis episodes associated with ES infection. They supposed that this high incidence of peritonitis rate may be due to mupirocin avoidance in their center to prevent mupirocin resistant S. aureus.
[23] 
